Introduction
The first New Cross dental therapists (formerly known as auxiliaries) began their training in 1960, passing their qualifying examinations and taking up employment in 1962. Initially, the scheme was experimental, but dental therapists were formally established as a class of ancillary dental worker by regulations made in 1963 (General Dental Council 1963 , 1966 , Ancillary Dental Workers Regulations 1968 .
The New Cross dental therapist scheme is similar to a previous scheme of operating dental ancillaries introduced in 1917. These earlier ancillaries, called dental dressers, were employed in the school dental service in parts of Great Britain. Their training and employment were opposed by the dental profession and the scheme was abandoned in 1925.The present system was introduced in 1960 in response to a shortage of dental manpower in the school (now community) dental services and dental therapists have always been employed almost entirely within these existing services and cannot be employed in the general dental services. This is in contrast to the scheme in New Zealand where school dental nurses were trained and employed from the beginning as an integral part of an entirely new service.
The training of therapists was based on the New Zealand system, but a number of features of the school dental service in New Zealand, in particular its strong central control, the development of local ties of school dental nurse and clinics, the allocation of a fixed number of patients to each nurse and the limitation of treatment to enrolled children, have not been introduced in this country. These features were considered by the New Zealand government and dental profession to be essential to the success of their system of employing school dental nurses to provide dental care (United Kingdom Dental Mission to New Zealand 1950). New Zealand school dental nurses have a wider range of permitted duties than dental therapists, including the diagnosis of dental disease and treatment planning, which makes it possible for them to work with much less supervision than may dental therapists. But this has resulted in a situation where some children receiving regular care may not be seen by a dentist or have bite-wing radiographs taken until the age of 13. In New Zealand (and in several other countries), operating dental ancillaries are now permitted to administer inferior dental block injections.
In the British scheme, dental therapists are trained to carry out treatment for children, but there appears to be no legal barrier to their providing items of care for adults. Recent changes in their curriculum of training indicate an increased accent on the preventive and educational aspects of their role. Since 1969, it has been possible for operating dental ancillaries who have qualified in other countries to practise in Britain after taking a short training at New Cross and passing the final examination.
Until recent years, training and work as a dental therapist was an opportunity that was restricted to women. Even since the 1975 Equal Opportunities Act it has attracted few men applicants.
The working pattern of women in Britain has changed a great deal in recent years. This pattern is influenced by the level of qualification achieved, the age of women included and the availability of, and incentive for, employment. However, the most critical determinant of the amount of work done by women is the level of their domestic commitment. There have been no published investigations into the family profile and attitudes of dental therapists to their work. Many women with very young children prefer not to work, whilst others, and those with older children, often seek part-time employment. The maximum rate of return to work by married women in Britain occurs after the age of 35 years. In comparison with 39 other career opportunities open to women of similar aptitude in Britain, entry qualifications for training as a dental therapist are often lower and training shorter, but job opportunities for therapists are more restricted. Salaries for many newly qualified medical ancillaries are the same as for dental therapists, but all medical ancillaries have a career structure to follow and they are all able to achieve higher incomes than the highest salary open to therapists.
All other types of dental ancillary have a wider range of job opportunity open to them. Dental hygienists and dental therapists are trained to carry out items of treatment to the prescription of dentists and, in terms of permitted duties, the preventive role of dental therapists is identical to that of hygienists.
The evaluation of systems providing dental care, including those systems which utilize therapists, can be regarded in terms of evaluations of productivity, evaluations of quality, evaluations of acceptability and evaluations of cost factors.
Methods
The present investigation consisted of 2 major parts. Information about all of those qualified was drawn from the results ofa postal questionnaire survey. Before 31.l2.76, 792 women had qualified from New Cross after a two-year training. A further 17 therapists had qualified after a short course, having previously qualified abroad. Questionnaires were posted to all 'those qualified and sought information about their working pattern, domestic commitments and geographical distribution. Answers given also yielded information about the attitudes of dental therapists to their work and the problems they faced in pursuing their careers.
In 1977, a total of 300 dental therapists were employed in the community dental services in England and Wales, forming 15%of clinical manpower in these services. In the second part of this study, the clinical contribution made by 55 therapists employed in the community dental services in 14 of the 16 Greater London Area Health Authorities was assessed by retrospective analysis of day sheets recorded in the clinics over a one-year period. This analysis included more than 21 000 sessions.
Results

Questionnaire survey
Of the 792 therapists who qualified after a two-year course at New Cross, 687 replied to the questionnaire. This represents a response rate of 87% of those trained.
Ninety-seven per cent (666) of the respondents had worked for some time since qualifying, and 33% (229) had worked continuously. In 1977, 383 respondents were working. This is a minimum of 48% of all those qualified, after a two-year training; 276 were working full-time and 107 held part-time posts. One hundred and fifty-four therapists were working after having a break in practice, usually because of pregnancy. At the time of the survey, the average age of therapists was 28 years. Seventy-four per cent were married and 63% of married therapists had children. More than half of the married therapists had children of pre-school age. The care of their children was the reason most commonly given by therapists for stopping work. One hundred and ten therapists said that one of their reasons for ceasing to practise was the absence of a suitable post. One hundred and fifty therapists who were not working said that they would like to return in the future. Only 35 (less than 5% of those qualified) anticipated never returning to work as a dental therapist and 5 of this group were training as dental surgeons.
Aspects of clinical work formed the most rewarding part of work as a dental therapist, but opinions were divided about the value of duties in providing dental health education; 137 respondents suggested that they found it a rewarding part of their work and 225 said that it was unrewarding.
In their replies, 190 dental therapists said that the greatest problem they faced in their work in Britain was their inability to administer inferior dental block injections. The other two major problems listed were the lack of a career structure for dental therapists, mentioned by 153 respondents, and the shortage of suitable posts, particularly part-time posts, described by 131 therapists. Fourteen of the therapists had also qualified as dental hygienists after a threemonth course.
Analysisofclinic day sheets
From data supplied by area health authorities in Greater London, it was possible to determine the work done by 55 therapists in the community dental service in 1976 in terms of how sessions were spent. Of a potential 21 230 sessionsanalysed, 78% had been spent in work and 15% in leave. No records were available for the remaining 7% of sessions. On average, each therapist had spent 87% of her working sessions in the clinic and. 12% in dental health education.
. In this study, an average of 5.2 patients were seen by each therapist per clinic treatment session. More than half of the patient visits recorded were by children aged between 5 and 9 years and a further 32% by children aged 10-14 years. Fifteen of the 55 therapists had carried out some items of treatment for adults.
In each clinic session, the dental therapists had, on average, filled 3.9 teeth (2.1 primary and 1.8 permanent), extracted 0.3 teeth, carried out 1.6 prophylaxes, 0.7 topical fluoride applications and 0.4 'other items' such as dressings. In addition, they had fissure sealed 0.1 teeth and taken 0.2 radiographs. All therapists had been utilized to carry out treatment of caries and to provide some preventive care.
Approximately halfof the primary teeth filled had been restored with amalgam restorations involving more than one tooth surface, and more than half the permanent teeth filled had been restored with amalgam restorations confined to a single tooth surface. In terms of the General Dental Services fee scale in 1976, the average value per primary tooth filled was £1.64 and per permanent tooth £1.67.
The average gross value per clinic session of items of treatment provided by the dental therapists that could be compared with the fee scale was £8.35, the range of value per session being £4.54 to £14.04.
Discussion
The questionnaire survey has established information about the working pattern, family profile and attitudes of dental therapists. In the course of this investigation, this information was compared to similar data for other groups of women in the United Kingdom. It was found that the working pattern of dental therapists during the first 15 years of the scheme resembles that of British women qualified to a similar level, of the same age and with equivalent domestic commitments.
At present the maximum rate of return to work of married women in Britain occurs at the age of 35 years. In 1977 the average age of dental therapists was only 28 years. It might therefore be anticipated that more therapists willwish to return to work in the future, but the actual return may depend on the availability of suitable posts in the regions where therapists are living. One hundred and fifty of the therapists who were not working did say that they would like to return in the future.
Fourteen respondents had also qualified as dental hygienists after a three month course. If it were possible to incorporate this course within the two years at New Cross, therapists would then have a more flexible role within the community and hospital dental services and a wider range of job opportunities which would include work as a hygienist in general dental practice.
The analysis of clinic day sheets which formed the second part of the present investigation has provided information on the amount and type of work carried out by a group of dental therapists employed in the community dental services. On average, the group of therapists in this study had carried out more preventive items of treatment per session than had therapists in previous investigations.
The value of items of treatment they provided per clinic session, on the 1976General Dental Services fee scale, amounted to an average of £8.35. This value did not include any factor for topical fluoride application or fissure sealing, which formed 9% of the total items recorded. If overheads formed 50% of the gross value, then therapists in the present study would have earned £4.18 per session, on the General Dental Services fee scale (excluding any costing for many of the preventive items they provided). In comparison, the recommended salary for hygienists in general dental practice in 1976 was £5.10-£6.10 per session.
The quality of work done by therapists is to a certain extent the responsibility of their supervising dental officers. It was estimated that the 55 dental therapists in this study were supervised by, and responsible to, approximately 120 dental officers. An indication of the acceptability of dental therapists is given by the fact that 15 of the 16 Area Health Authorities in the Greater London Area had an establishment for at least one dental therapist.
Dental therapists carry out simpler treatment items to the prescription of dentists and do not provide overall dental care for patients. Because of this fundamental difference in their roles, the economic value of the contribution made by dental therapists cannot be directly compared to the work of dental officersor general dental practitioners. As the true cost of care provided by the community dental service is unknown, no cost-effective or cost-benefit ratios can be calculated for therapists employed in the community dental services. Nevertheless, evaluating aspects of their work on the General Dental Services fee scale has suggested that therapists are providing treatment which in economic terms may be comparable to that provided by dental hygienists.
